INTRODUCTION
O nychomycosis is an umbrella term for fungal infections of the nail caused by dermatophytes, nondermatophytic moulds, or yeast. It includes five types: Distal lateral subungual onychomycosis, superficial white onychomycosis (SWO), proximal subungual onychomycosis, total dystrophic onychomycosis (TDO), and the newly described variant endonyx onychomycosis. It is generally considered as a disorder of the older age group with a progressively increasing prevalence from childhood to adulthood. [1] We hereby describe a 3-year-old immunocompetent child with onychomycosis of the thumb nail caused by Aspergillus niger.
CASE REPORT
A 3-year-old male child, born to nonconsanguineous parents, was presented with dystrophy of the right thumb nail for the last 2 months. There was no history suggestive of any trauma preceding the onset of lesions, the habit of thumb sucking, or any habit disorders (like a tic). His past medical and surgical history was which revealed A. niger as the causative organism [ Figures 2 and 3 ]. Sensitivity testing was deferred due to cost constraints.
The child was treated with oral terbinafine 62.5 mg/day along with topical amorolfine nail lacquer. The child was lost to posttreatment follow-up.
DISCUSSION
Onychomycosis is one of the most prevalent nail disease and accounts for approximately 50% of all onychopathies, and tinea unguium is a specific sub-diagnostic category of onychomycosis. While onychomycosis is a general terminology, tinea unguium refers specifically to the infections by dermatophytes. The reported prevalence of onychomycosis ranges from 0.2% to 2.6% among the children approximately 1/30 th that of adults. [2, 3] Dystrophic nails in children must alert the clinician of a possibility of onychomycosis and it should be differentiated from the congenital causes of nail dystrophy. The low prevalence of pediatric onychomycosis is postulated to be due to the faster nail growth, smaller surface area available for exposure to onychomycotic pathogens, lack of cumulative trauma, and reduced environmental exposure to public places such as locker rooms and public showers that harbor the high densities of infective hyphae and spores. [1, 2, 4, 5] Literature suggests that SWO has been reported to be caused by Trichophyton mentagrophytes, Trichophyton interdigitale, and Candida species and rarely by Fusarium, Aspergillus and Cladosporium species, and dermatophytes, including Trichophyton rubrum and Trichophyton verrucosum. [6] In spite of an extensive literature search, we were unable to find any literature showing A. niger as the causative agent for TDO in pediatric age group. Furthermore, of note, is the fact that in our patient, there was no history of any contributing factor toward the development of onychomycosis. In children <2 years old having onychomycosis, Bonifaz found an association with Down's syndrome, fungal infection on other body parts, premature birth, perinatal hypoxia, and infection in other family members of which none of the factors was noted in our patient. [7] A. niger generally causes a distal subungual infection which then further grows backward toward the cuticle. As the species is known to produce pigment, nail infection may appear in green, black, brown or various other shades. The most commonly isolated mould from nails is Scopulariopsis brevis followed by A. niger as reported in studies. [8] Although literature reports A. niger as a cause of onychomycosis in immunocompromised patients, occurrence in immunocompetent hosts is rare.
The patient was treated with oral terbinafine which was chosen over itraconazole because of the better safety profile of the drug.
CONCLUSION
We hereby state that a fungal culture should be done in the cases of dystrophic nails in children in spite of a negative KOH mount repot. Furthermore, to the best of our knowledge, this is the youngest reported case of onychomycosis with A. niger as a causative agent in an immunocompetent individual.
